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ABSTRACT
Objective: To report physical activity and sedentary time outcomes of youth in iCook 4-H.
Study Design and Setting: iCook 4-H was a 5-state, randomized, control−treatment, family-based child-
hood obesity prevention intervention promoting cooking, eating, and playing together.
Participants and Intervention: Youth aged 9−10 years and the main preparer of their meals participated
in the 12-week program followed by monthly newsletters and biyearly booster sessions until 24 months.
Main Outcome Measure(s): A total of 155 youth were fitted with an Actigraph GT3X+ accelerometer,
which they wore for 7 days at baseline and 4, 12, and 24 months to measure mean daily minutes per hour of
waking wear time for sedentary time (ST), light physical activity (PA) (LPA), moderate PA, vigorous PA, and
moderate to vigorous PA. Self-reported PA was assessed using the Block Kids Physical Activity Screener and
additional questions querying for the program goal of the frequency of family actively playing together. Linear
mixed models were used to determine differences from baseline to 24 months. Significance was set at P ≤ .05.
Results: There was a significant (P < .05) group£ time interaction for LPA (adjusted interaction B estimate,
95% confidence interval; 0.18 [0.05, 0.30]) and ST (¡0.15 [¡0.26,¡0.04]); ST increased and LPA decreased in
the treatment group. There were no differences in other accelerometer-derived PA measures, self-report Block
Kids Physical Activity Screener measures, or frequency of family actively playing together at any time point.
Conclusions and Implications: iCook 4-H was a multicomponent program observing youth aged
9−10 years for 24 months that focused on enhancing cooking skills, mealtime behavior and conversation,
and PA through daily family activities. Greater emphasis on developing PA skills, changing environmental
factors, and increasing PA both in and after school may be needed.
Key Words: family-based obesity prevention intervention, physical activity, sedentary time, youth (J Nutr
Educ Behav. 2019; 51:S30−S40.)
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INTRODUCTION
Childhood obesity is a significant
problem in the US.1 Despite recent
declines in certain age groups, 34.2%
of youth aged 6−11 years remain
overweight or obese.1 Childhood
obesity is influenced by demographic
factors and eating behaviors as well
as a lack of physical activity (PA).2,3
Overweight and obese children are at
increased risk for health consequen-
ces including high blood pressure,
insulin resistance, type 2 diabetes,
elevated cholesterol, cardiovascular
disease, and some cancers.4,5 The
World Health Organization suggests
that overweight and obese children
and adolescents will grow into over-
weight and obese adults, leading to
an increased number of health con-
cerns later in life.4 This assumption is
in line with results from a systematic
review that reported an association
between overweight and obesity in
childhood and an increased risk for
type 2 diabetes, hypertension, coro-
nary heart disease, and mortality in
adulthood.6 McLoone and Morrison7
also reported that as the body mass
index (BMI) of the parent increased,
so too did the prevalence of obesity
in the child, which suggests a need
for interventions aimed at both the
parent and child.
Although some causes and con-
sequences of childhood obesity are
known, the most effective way to
prevent childhood obesity is still
debated. It is known that increas-
ing PA can have an important role
in preventing childhood obesity.8,9
Cited benefits of PA for children
include maintenance of a healthier
weight, better coordination and
movement, healthier musculoskeletal
tissues, and a healthier cardiovascu-
lar system.8,9 Maintaining a healthy
weight can also improve self-esteem
and body image.5,10 According to
the 2008 Physical Activity Guidelines
for Americans, children and adoles-
cents should engage in at least 60
minutes of moderate to vigorous PA
(MVPA) each day to prevent the risk
for chronic diseases.8 Moderate to
vigorous PA includes activities such
as biking, running, or jumping rope
and is defined as an effort of 5−8
on a scale of 0−10.8 However,
despite this recommendation, most
children and adolescents in the US
do not meet the guidelines.11−15 In
2008, Troiano and colleagues14
reported that 58% of youth aged 6
−11 years did not meet the guide-
lines and in 2012, Fakhouri and col-
leagues15 reported that 75.2% of
those aged 12−15 years did not
meet them. These results indicate
that there is a decline in PA that
occurs with age, which was also con-
firmed by Belcher and colleagues.16
Furthermore, the lack of PA in ado-
lescents is not limited to those in
the US. It was estimated that inter-
nationally, only 9% of boys and
1.9% of girls aged 5−17 years are
achieving 60 min/d MVPA.12
It was reported that children aged
6−11 years spend an average of
6 hours in sedentary time such as sit-
ting and watching TV.17 Reducing
sedentary time may also have a role
in decreasing and preventing child-
hood obesity independently of PA.
Examples of sedentary behaviors
include sitting, sleeping, lying down,
and reclining, which are often activi-
ties that children do while watching
TV or playing video games.18,19 Simi-
lar to the consequences of low PA,
sedentary time is negatively associ-
ated with metabolic outcomes.20,21
Multiple studies found a positive
association between reduced seden-
tary time and markers associated
with health outcomes such as
improved insulin sensitivity and
lipid levels.22−24 It was also shown
that spending -->2 h/d watching TV is
related to excess weight gain and fat
mass.17 In the most recent guidelines
from the Academy of Pediatrics, rec-
ommendations for parents are to pro-
vide consistent limits regarding
media use and to ensure that media
use does not interfere with adequate
sleep, PA, and other activities related
to health behaviors.25
Currently, 2 types of interventions,
school- and family-based, aim to
increase PA and reduce sedentary time
to address childhood obesity.3,26−39
Although some school-based inter-
ventions had positive outcomes, they
tended to lack long-term impacts and
were reported to be more successful
when the parent or family was
involved.26,31,33 Studies from Kham-
balia and colleagues26 and Li and col-
leagues27 both concluded that school-
based interventions were more effec-
tivewhen they included a family com-
ponent. There is strong support in the
literature for inclusion of a family-
based component to interventions
aimed at increasing PA and reducing
sedentary time.29−37 Family-based
interventionsmay lead to longer-term
success because of parental involve-
ment, which transitions the learned
behavior into the home.29,30,33 It is
also known that children model the
behaviors of their parents, which
underlines the need for family-based
obesity interventions.34−37 Brown et
al38 reported in a systematic review
that families that included goal set-
ting and planning for PA had
increased motivation and changes in
PA levels. Recent literature suggested
that multicomponent programs such
as those including segments on nutri-
tion, PA, and cooking tend to bemore
successful as well.29,39−41
There is a need for effective multi-
component, family-based interven-
tions to promote healthful behaviors
to enhance obesity prevention
throughout life.29,34,26−39,42−45 The
iCook 4-H program was developed to
meet this need. iCook 4-H was a 12-
week, multicomponent, family-based
obesity prevention intervention aimed
at increasing basic cooking skills,
family mealtimes, and PA in youth
aged 9−10 years. This article reports
PA and sedentary time outcomes of
participants in the intervention.
METHODS
The intervention was a control−treat-
ment design for youth aged 9−10 years
and the preparer of their main meal; it
took place in Maine, Nebraska, South
Dakota, Tennessee, and West Virginia.
A community-based participatory
research approach was used to design,
implement, and evaluate the interven-
tion. Steering committees were
formed in each state and included
members from the research team,
extension/4-H staff, Expanded Food
and Nutrition Education Program staff
(EFNEP), community members, and
graduate students.
To build the curriculum, the
researchers employed the 4-H model
of empowering youth to reach their
full potential by working and learn-
ing in partnership with caring
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adults.46 By using the 4-H model as
the basis for the iCook 4-H program,
youth and adults were encouraged to
work together while learning new
skills and information. The EFNEP
personnel were included in the pro-
gram design to ensure that the curric-
ulum was appropriate for EFNEP
programming, which is typically
aimed at low-income populations.
iCook Leaders and Training
Extension or EFNEP staff served as
the iCook leaders, who were trained
by the research staff on how to
deliver the curriculum. To ensure
that all leaders received the same
training, the research staff developed
and recorded training modules.
Fidelity of delivery of the curriculum
was measured during the interven-
tion; -->90% of all lessons were deliv-
ered as planned.
Recruitment and Participant
Selection
Session leaders recruited participants
using flyers, newspaper advertise-
ments, word of mouth, and social
media. The following locations were
targeted: community organizations,
schools, churches, local businesses,
4-H and extension offices, and medi-
cal offices and clinics. Recruitment
was aimed at low-income and/or
rural populations and occurred in
late spring and summer, 2013 with
the goal of recruiting the sample
before the start of September, 2013.
Participating youth had to be aged
9 years before the program began in
September, 2013 and had to be aged
<11 years before December 31, 2013.
In addition, youth−adult pairs were
eligible to participate only if they
were free of food allergies or medical
and physical limitations that would
hinder participation, were willing to
eat meat and dairy, and had access to
the Internet in their home. Partici-
pants did not have to be current 4-H
members or participants in any
EFNEP program to participate in the
iCook 4-H program.
A goal of 500 youth−adult pairs
(100/state) was set when the study
began. Pairs were to be assigned to
control or treatment as they con-
firmed participation in the study,
based on random number assign-
ment. Power calculations for the goal
sample size were computed for the
iCook 4-H primary outcome of youth
BMI at 24 months. Sample size was
calculated to detect a BMI change of
−0.85 difference in mean BMI with a
significance of P ≤ .05 and power of
0.8, resulting in a sample size of 274.
An initial sample of 500 youth (100/
state) was desired to account for an
attrition of 20% expected at 4 months
and 30% at 12 and at 24 months.
However, recruitment did not yield
the desired number of participants;
thus, a protocol change was made to
the random number generator,
assigning 2 participants to treatment
for every 1 control participant with
the goal of having more treatment
than control participant dyads. Both
control and treatment group youth
participated in anthropometric and
survey assessments at 4 time points:
0, 4, 12, and 24 months. The 0-month
assessment was the baseline and
occurred in August, 2013 before the
intervention began. Treatment youth
participated in the iCook intervention.
The control youth received only the
assessments.
All youth participants provided
verbal assent and parents provided
written informed consent. The study
was approved by the institutional
review board for the protection of
human subjects in each participating
state university (Maine, Nebraska,
South Dakota, Tennessee, and West
Virginia).
iCook 4-H Intervention
The iCook 4-H intervention included
6 sessions, each 2 hours long, over 12
weeks from September to December,
2013 in all 5 participating states. The
curriculum was developed using
Social Cognitive Theory47 and
focused on basic cooking skills, fam-
ily mealtime, PA, and goal setting in
an effort to teach youth−adult pairs
to cook, eat, and play together. iCook 4-
H was designed as a biweekly curricu-
lum so that participants were allowed
time between sessions to apply
learned skills and behaviors before
returning for another lesson.
During an iCook 4-H session, par-
ticipants were taught a cooking skill
(s), allowed to apply the skill(s) to
make a recipe, participate in family
mealtime and a 15- to 20-minute PA
session, and then conclude by setting
goals together as a family. Additional
information about the curriculum
development is available.48 The team
developed the PA components by
adapting components of the existing
4-H curriculum Youth in Motion49 and
resources used in physical education
−teacher education curriculum. The
activities were designed to promote
PA and decrease sedentary behavior
through daily lifestyle activity.
Youth−adult pairs were taught the
importance of PA as well as ways to
be physically active together in an
everyday setting. Some activities
encouraged increasing PA through
games that could be played in the
home whereas others taught behav-
iors to reduce sedentary time by dem-
onstrating how to incorporate
movement through daily chores. All
activities focused on setting weekly
goals to increase activity and perform
the activities as a family. Table 1 pro-
vides a brief description of PA les-
sons. The number of pairs per session
was limited to 6, for a total of 12 par-
ticipants including youth and adults.
Another key component of the
iCook 4-H intervention was a secure
website where treatment participants
from all 5 states could interact. Youth
were encouraged to share videos and
pictures of them using their new
cooking skills or participating in PA at
home. All youth were provided with a
video camera to record activities and
were shown how to upload videos
and pictures to the website. iCook 4-H
leaders instructed youth−adult pairs
to share 1 video or picture per week
on the interactive website.
To keep treatment participants
engaged in iCook 4-H, the interactive
website remained in use until the
24-month follow-up assessment.
Monthly challenges for cooking and
PA encouraged youth to continue
posting pictures or videos on the
website. Any youth who posted a
picture or video for the challenge
was entered into a drawing for a $25
or $50 gift card; 1 winner was cho-
sen for each challenge monthly.
In addition to the website, a
monthly newsletter that included
the monthly challenge winners as
well as healthy recipes and word
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searches was sent to treatment partic-
ipants. Booster events were held
twice each year for treatment partici-
pants so that youth could interact
with other families in their sessions.
The booster events focused on active
play such as swimming or cooking
events that included playing group
games.
Data Collection Procedures
Control and treatment youth partici-
pated in assessments at 0 (baseline),
4, 12, and 24 months by trained
researchers who took anthropomet-
ric measurements, collected acceler-
ometer data, and administered
surveys at each time point. Research-
ers explained to the youth how to
complete the surveys and remained
available for questions during com-
pletion of the surveys. The baseline
assessments occurred before the
intervention in August, 2013. Youth
and adults were each compensated
$10 ($20/pair) for their time in each
of the 4 assessments.
Anthropometric Assessments
Anthropometric assessments included
height and weight. Height measure-
ments were taken twice and measured
to the nearest 0.1 cm using a SECA
213 (Chino, CA) or Charder HM 200P
(Issaquah, WA) portable stadiometer.
Weight measurements were also taken
twice and measured to the nearest
0.1 kg using a SECA 874 digital scale or
HealthOMeter 752KL portable health
scale (McCook, IL). Trained researchers
took all measurements (interrater
Table 1. Physical Activity Components of iCook Lessons
iCook Lessons Physical Activity
Intensity of
Physical Activity Description
1 Getting to Know
You Circle Game
Light Adult and children play a getting-to-know-you circle game to
promote activity in a small space. A plate is taped on the
floor for each participant in a large circle. One participant
starts off by standing in the center of the circle and states
something about himself or herself. All participants who
agree with the statement must run across the circle to a dif-
ferent spot. Whoever is left without a spot at a plate is now
in the center of the circle.
2 Know Your Heart Rate Moderate Adults and children learn how to measure heart rate after
completing different levels of physical activity (resting,
walking, jogging, and sprinting). Additional instruction
includes the importance of physical activity.
3 Charades Game Light Adult and participant identify and practice movements for
normal household chores. Split participants into 2 teams. A
participant from 1 team chooses a slip of paper with the
household chore listed from a container and must perform
the activity for his or her team to guess without using
words. The activity demonstrates the importance of activity
in daily living.
4 Stretching Light Participants focus on learning how to stretch different
muscles in their body (bicep, triceps, chest, inner thigh,
lower back, and hamstring).
5 iCook Shuffle Moderate Adult and participant discuss how to decrease sedentary
behavior and are taught simple activities that can be com-
pleted in the home without expensive equipment. Split par-
ticipants into 2 teams. Each participant is given a beanbag
and places it on top of their feet. They must then race each
other by shuffling their feet so that the beanbag does not
fall off.
6 Cup Stacking Game Light Adults and participants are provided with additional exam-
ples of simple games that can be played with inexpensive
items. Split participants into 2 teams. Twelve cups are
placed in a single stack on 2 tables at 1 end of the room.
Each team stands in a line across the room from the table.
A participant runs to the table and stacks the cups into a
pyramid and then collapses the pyramid and places the
cups back into a single stack. Then, they run back to their
team and tag the next person in line to go next (relay race).
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reliability of Pearson correlation coeffi-
cient ≥0.80); the average of the 2
measurements for both height and
weight was used. Instruments were cal-
ibrated before assessment.
Accelerometer-Derived PA and
Sedentary Time
Physical activity and sedentary time
were measured using accelerometers
in a subset of the total sample of 228
control and treatment youth. A priori,
the goal was set to fit 25% of the sam-
ple with accelerometers. However,
based on a lower number of the total
sample recruited than expected and
timing of assessments, accelerome-
ters were provided to the first 155
youth (68%) to measure the fre-
quency, duration, and intensity of
activity. Selected youth were given
an ActiGraph GT3X+ accelerometer
(Pensacola, FL) on an elastic belt of
their color choice, along with
instructions on how to wear the
accelerometer. Youth were instructed
to wear the accelerometer for a set 7-
day period before the start of the clas-
ses; the device was collected after the
seventh day.
A 15-second epoch was used to
account for the intermittent and spo-
radic nature of PA patterns in chil-
dren50 and to align with the
validation epoch length.51 Non-wear
time was classified as 60 consecutive
minutes with no activity counts, not
allowing for interruptions.52,53 Daily
wear time was calculated by subtract-
ing non-wear time from 24 hours of
that particular day. For a day to valid,
subjects were required to accumulate
≥600 minutes (10 hours) of wear
time.14,54 A minimum of 4 valid days
(3 valid weekdays and 1 valid week-
end day) were required to meet wear-
time compliance.55,56 Cut points for
accelerometer data were defined
based on the number of activity
counts per epoch, as defined by Even-
son and colleagues57: sedentary time,
0−16 counts; light PA (LPA), 17−382
counts; moderate PA (MPA), 383
−668 counts; vigorous PA (VPA),
≥669 counts; and MVPA, ≥383
counts. Minutes of wear time, seden-
tary time, LPA, MPA, VP, and MVPA
were calculated per day and are pre-
sented as minutes per hour of wear
time to standardize for wear time.58
Self-Reported Assessment of PA
Self-reported PA was measured in all
control and treatment youth using
the Block Kids Physical Activity
Screener (BKPAS), a validated tool to
measure self-reported PA in children
aged 8−17 years.59 The tool uses a
self-report of activity over the previ-
ous 7 days and provides information
about the frequency and duration of
MPA, VPA, MVPA, and recreational
PA.
An additional self-reported mea-
sure of PA was a program evaluation
survey created by the research team
to assess for behaviors specifically
encouraged in the lessons. The ques-
tions were tested for readability and
understandability by a small sample
of the target population before the
intervention began. This evaluation
was used to query youth on a scale of
1−5; responses were coded as
never = 1, rarely = 2, sometimes = 3,
most of the time = 4, and always = 5
for self-reported perception of fre-
quency of family playing together
and intensity and duration of PA.
Physical activity questions on the
program evaluation survey were:
 How often does your family play
together actively?
 When you think about each day
of the week, how often does your
heart pump hard and do you
sweat when you are being physi-
cally active?
 When you think about each day
of the week, how often are you
physically active for at least 60
minutes each day?
The program evaluation was com-
pleted at all assessment time points
by treatment and control youth.
Data Analysis
The researchers used R data analysis
software (version 3.2.3, Vienna, Aus-
tria, 2015) to calculate descriptive
statistics and analyses for PA data.
Linear mixed models were used to
analyze accelerometer associations in
minutes per hour of sedentary time
and PA intensities, BKPAS, and PA
program evaluation data at each time
point. Fixed effects included group
(treatment or control), time (0, 4, 12,
and 24 months), and group£ time
interaction. Random effects included
random intercepts and time slopes
for individual youth. In addition to
group, time, and group£ time inter-
action, a set of potential confounders
was considered for inclusion in the
model as fixed effects (gender, eth-
nicity/race, state, etc). Potential con-
founders were included in the model
using the best model for each vari-
able with the lowest area under the
curve. The b-estimate and 90% confi-
dence interval for interaction terms
are reported for adjusted and unad-
justed models. Block Kids Physical
Activity Screener data that were non-
normally distributed were trans-
formed using square root calculation;
differences were determined using
the transformed data. P ≤ .05 was set
as statistically significant.
RESULTS
The iCook 4-H program included a
total of 228 youth−adult pairs (151
treatment and 77 control). Of the
total sample, 155 (108 treatment and
47 control) were fitted with acceler-
ometers and 122 (88 treatment and
34 control) met accelerometer compli-
ance standards at baseline. Of these
participants, 51% were female and
78% were Caucasian (mean age, 9.4
years); approximately 62% were nor-
mal weight (Table 2). There were no
differences in sex, race and ethnicity,
and BMI between those who met
accelerometer compliance standards
and those did not. Moreover, there
was no difference in BKPAS-measured
PA in those who wore accelerometers
and those who did not. In addition,
the dropout rate did not differ
between treatment and control partic-
ipants (data not shown).
Table 3 lists mean minutes per
hour of accelerometer-derived PA
and sedentary time. Both the
adjusted (controlling for gender,
race, and socioeconomic status) and
unadjusted models indicated a signif-
icant interaction between group and
time for sedentary time and LPA. The
treatment group sedentary time
increased and LPA decreased whereas
the control group remained the same
for both variables over the 24
months. There were no significant
interactions between group and time
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MPA, VPA, or MVPA in adjusted and
unadjusted models. Table 3 lists
mean minutes per day self-reported
BKPAS data. There was a significant
difference in VPA over time in the
BKPAS data (P = .02): self-reported
VPA increased in both groups from
baseline to 24 months. There were
no group£ time interaction or group
differences in the BKPAS.
Table 4 reports program evalua-
tion survey response data. There were
no significant differences for partici-
pants resulting from treatment in
playing together with their families
(P = .08) and engaging in PA that
made their heart pump more fre-
quently (P = .07). Both groups
reported a slight increase (P = .02) in
how often they were physically active for
at least 60 min/d.
DISCUSSION
The objective of the current study
was to assess accelerometer-derived
and self-reported PA and sedentary
time from baseline (0 months) to 24
months in youth who participated
in the iCook 4-H program. iCook 4-H
was designed using Social Cognitive
Theory specifically focusing on
reciprocal modeling by parents and
incorporated opportunities for youth
to learn through observation and
doing. Although the preparer of the
main meal was required to attend the
lesson and interact with the youth in
setting goals and completing the cur-
riculum activities, mean minutes per
hour of PA decreased for all intensity
levels and sedentary time increased
for those in the treatment group, and
there were no changes in the control
group in accelerometer-derived data.
With the exception of VPA, a similar
pattern of PA was observed in the
self-reported BKPAS. There were no
differences in reported BKPAS recrea-
tional time, MPA, or MVPA. There
was a decrease in PA and an increase
in sedentary time for all youth.
Although it was reported that parents
may influence children’s participa-
tion in PA by providing proper infor-
mational, emotional, appraisal, and
instrumental support, such as enroll-
ing children in the activity,60 this
was not observed in the iCook 4-H
program. This lack of change in mea-
sured PA may indicate that in addi-
tion to individual behavior, which
was the focus of this program, inclu-
sion of environmental and policy
changes that support opportunities
for PA may be needed to make long-
term changes.
This decrease in PA that occurred
with age in treatment youth is con-
sistent with what others
reported.12,16 Previous researchers
looked at factors affecting activity
levels and reported that age, sex, and
type of activity all have a role in
activity levels. An intervention by
Vanhelst and colleagues61 reported
that the PA program was more effec-
tive for youth aged <12 years and
suggested the need to aim PA inter-
ventions at younger age groups. Par-
ticipants in iCook 4-H were aged
9−10 years when recruited. Results
from the current study indicated that
interventions might need to start
even earlier. Vanhelst and colleagues
also reported that team sports had
better outcomes than net sports (ie,
tennis) and activities should be age
and/or sex specific to have the great-
est impact. In addition, Jago and col-
leagues62 reported that children
wanted games that were challenging
enough for them (age appropriate)
and that they did not like elimina-
tion games such as dodgeball. Results
from Jago and colleagues also sug-
gested the need for age- and gender-
specific PA programs. Although iCook
4-H PA was developmentally appro-
priate, the activities were not gender
specific. The iCook 4-H activities
focused on increasing activity
through daily living such as chores
and playing together, rather than
specific PA programing such as the
activity that occurs with organized
sports.
It is also important to consider fac-
tors such as time spent in school,
which can significantly influence
activity levels. On average, children
in the US spend the majority of their
day (roughly 6.6 h/d) in school.63
Although schools provide multiple
opportunities for students to be phys-
ically active, including physical edu-
cation class, recess, standing desks,
and activity breaks, these opportuni-
ties are not always used. Many
schools do not have the budget or
space for physical education classes
and choose to cut recess time to
allow for more time in the class-
room.63−65 However, 3 of the 4
assessment times (baseline and 12
Table 2. Demographics of Youth Participants With Accelerometers in
iCook 4-H
Variable
All Participants
Fitted With
Accelerometers (n = 155)
Participants Who
Were Accelerometer
Compliant (n = 122)
Female (%) 51 46.7
Race (white) (%) 78.5 78.1
Age (mean § SD) 9.4 § 0.6 9.4 § 0.6
State, n (%)
Maine 50 (32.3) 35 (28.7)
Nebraska 6 (3.9) 4 (3.3)
South Dakota 27 (17.4) 18 (14.8)
Tennessee 26 (16.8) 21 (17.2)
West Virginia 46 (29.7) 44 (36.1)
Body mass index
category, n (%)
Underweight 5 (3.2) 5 (4.1)
Normal weight 96 (61.9) 75 (61.5)
Overweight 23 (14.8) 19 (15.6)
Obese 31 (20) 23 (18.9)
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Table 3. Accelerometer-Derived Physical Activity and Sedentary Time and Block Kids Physical Activity Survey in Youth
Accelerometer-Derived Physical Activity and Sedentary Time, min/h
Adjusted Means
Sedentary Time/
Physical Activity Group 0 Mo 4 Mo 12 Mo 24 Mo
Interaction (95% CI)
Adjusted
Interaction (95% CI)
Unadjusted
Sedentary Time Control 41.8 (39.9, 43.6) 41.0 (39.0, 43.0) 41.3 (39.0, 43.5) 41.8 (38.5, 45.1) 0.18 (0.05, 0.30) 0.16 (0.04, 0.28)
Treatment 40.0 (38.7, 41.3) 41.8 (40.4, 43.3) 41.6 (40.0, 43.3) 44.2 (42.2, 46.2)
Light Control 15.4 (13.9, 6.8) 15.9 (14.4, 17.5) 15.9 (14.0, 7.7) 15.5 (12.8, 18.2) ¡0.15 (¡0.26, ¡0.04) ¡0.14 (¡0.24, ¡0.03)
Treatment 17.1 (16.1, 18.1) 15.6 (14.4, 16.7) 15.7 (14.5, 17.0) 13.6 (12.0, 15.3)
Moderate Control 2.0 (1.7, 2.4) 2.2 (1.9, 2.6) 2.1 (1.7, 2.5) 1.9 (1.3, 2.4) ¡0.02 (¡0.04, 0.01) ¡0.01 (¡0.03, 0.01)
Treatment 2.1 (1.9, 2.4) 1.8 (1.6, 2.1) 1.9 (1.6, 2.2) 1.6 (1.3, 1.9)
Vigorous Control 0.8 (0.6, 1.1) 0.9 (0.7, 1.2) 0.8 (0.5, 1.1) 0.8 (0.4, 1.2) ¡0.01 (¡0.03, 0.01) ¡0.01 (¡0.02, 0.01)
Treatment 0.9 (0.8, 1.1) 0.8 (0.6, 1.0) 0.8 (0.6, 1.0) 0.6 (0.4, 0.9)
Moderate to
Vigorous
Control 2.9 (2.3, 3.4) 3.1 (2.6, 3.7) 2.9 (2.2, 3.5) 2.7 (1.8, 3.5) ¡0.02 (¡0.06, 0.01) ¡0.02 (¡0.05, 0.01)
Treatment 3.0 (2.7, 3.4) 2.6 (2.2, 3.0) 2.7 (2.2, 3.2) 2.2 (1.7, 2.7)
Block Kids Physical Activity Survey, min/d
Treatment Group, min/d § SD, mo Control Group, min/d § SD, mo
Physical
Activity
0 Mo
(n = 144)
4 Mo
(n = 94)
12 Mo
(n = 93)
24 Mo
(n = 65)
0 Mo
(n = 75)
4 Mo
(n = 41)
12 Mo
(n = 48)
24 Mo
(n = 33) Time Group Group:Time
Recreational 82 ± 79 66 ± 67 87 ± 95 99 ± 103 94 ± 76 79 ± 77 96 ± 85 97 ± 102 0.47 0.31 0.38
Moderate 80 ± 66 64 ± 64 74 ± 85 96 ± 98 86 ± 75 74 ± 55 82 ± 71 84 ± 95 0.64 0.69 0.30
Vigorous 33 ± 42 29 ± 42 41 ± 53 46 ± 53 37 ± 39 34 ± 41 42 ± 42 49 ± 54 0.02 0.20 0.74
Moderate to
Vigorous
112 ± 97 93 ± 88 115 ± 129 142 ± 137 123 ± 98 108 ± 87 125 ± 102 133 ± 137 0.17 0.48 0.37
CI indicates confidence interval.
Notes: Linear mixed models were used to calculate P adjusted means data. For Block Kids Physical Activity Survey data, arithmetic data were used to report
mean minutes per day § SD and square root calculations were used to determine P. Bold indicates statistical significance (P ≤ .05) for both sets of data.
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and 24 month) for the iCook 4-H pro-
gram occurred during the summer
months (July and August), when
youth should not have been accumu-
lating high amounts of sedentary
time from being in school.
Environmental factors, which are
not readily changed, are also impor-
tant to consider and have been
reported in multiple studies. Taylor
and colleagues66 conducted a Physi-
cal Activity Friendliness Audit and
reported that accessibility and safety
were predictors of obesity, likely as a
result of less PA. A review by Safron
and colleagues67 also reported that
neighborhood crime rates, cost of
facilities (gyms, wellness centers,
etc), and availably within the com-
munity for exercise were all factors
that affected PA levels of children
and adolescents. In contrast, Com-
stock and colleagues68 reported that
in rural areas, there was a lack of asso-
ciation between measured environ-
mental support and the perception
of environmental support for PA in
youth. Youth’s perception of the
environment to support PA was asso-
ciated with greater PA rather than
the actual facilities to support PA.
Although the current researchers did
not measure youth’s perception of
their PA environment in iCook 4-H, a
strength of the iCook 4-H curriculum
activities is that they were designed
to be completed in environments
with limited environmental support
for physical activities. However, in
addition to parental involvement,
greater input from others in the com-
munity may be needed to support
enhancements in PA.
Knowledge of PA and skill to per-
form activities may also be predic-
tors of activity levels. Jaakkola and
colleagues69 reported that funda-
mental movement skills, (locomotor,
manipulative, and balance skills)
and physical fitness (cardiorespira-
tory endurance and muscle strength)
in youth were predictors of PA levels
later in life. Cohen and colleagues70
also reported a correlation between
fundamental movement skills with
PA levels and cardiorespiratory
fitness. Both studies provided sup-
port for improving knowledge and
competence of movement as a foun-
dation for increasing PA and decreas-
ing sedentary time.
T
a
b
le
4
.
Y
o
u
th
P
ro
g
ra
m
E
v
a
lu
a
ti
o
n
R
e
s
p
o
n
s
e
s
to
Q
u
e
s
ti
o
n
s
A
s
k
in
g
H
o
w
O
ft
e
n
Y
o
u
th
P
a
rt
ic
ip
a
te
d
in
P
h
y
s
ic
a
l
A
c
ti
v
it
y
Y
o
u
th
S
u
rv
e
y
Q
u
e
s
ti
o
n
T
re
a
tm
e
n
t
G
ro
u
p
(m
e
a
n
§
S
D
),
m
o
C
o
n
tr
o
l
G
ro
u
p
(m
e
a
n
§
S
D
),
m
o
G
ro
u
p
T
im
e
G
ro
u
p
£
T
im
e
0
(n
=
1
4
1
)
4
(n
=
1
2
1
)
1
2
(n
=
1
0
1
)
2
4
(n
=
8
9
)
0
(n
=
7
4
)
4
(n
=
5
3
)
1
2
(n
=
4
9
)
2
4
(n
=
3
9
)
H
o
w
o
ft
e
n
d
o
e
s
y
o
u
r
fa
m
ily
p
la
y
a
c
ti
v
e
ly
to
g
e
th
e
r?
3
.0
§
1
.0
3
.0
§
1
.1
3
.1
§
1
.1
3
.1
§
0
.9
3
.0
§
1
.1
2
.8
§
1
.0
2
.9
§
0
.9
2
.8
§
0
.9
0
.1
6
0
.8
0
0
.0
8
W
h
e
n
y
o
u
th
in
k
a
b
o
u
t
e
a
c
h
d
a
y
o
f
th
e
w
e
e
k
,
h
o
w
o
ft
e
n
d
o
e
s
y
o
u
r
h
e
a
rt
p
u
m
p
h
a
rd
a
n
d
d
o
y
o
u
s
w
e
a
t
w
h
e
n
y
o
u
a
re
b
e
in
g
p
h
y
s
ic
a
lly
a
c
ti
v
e
?
3
.6
§
1
.2
3
.8
§
1
.1
3
.9
§
1
.0
3
.8
§
0
.9
3
.8
§
1
.1
3
.5
§
1
.2
3
.7
§
1
.3
3
.8
§
0
.8
0
.5
9
0
.0
9
0
.0
7
W
h
e
n
y
o
u
th
in
k
a
b
o
u
t
e
a
c
h
d
a
y
o
f
th
e
w
e
e
k
,
h
o
w
o
ft
e
n
a
re
y
o
u
p
h
y
s
ic
a
lly
a
c
ti
v
e
fo
r
a
t
le
a
s
t
6
0
m
in
/d
?
4
.0
§
1
.1
4
.1
§
1
.1
4
.1
§
0
.9
4
.1
§
0
.9
3
.7
§
1
.1
4
.1
§
1
.0
4
.2
§
1
.0
4
.1
§
1
.0
0
.4
1
0
.0
2
0
.5
9
N
o
te
s
:
S
u
rv
e
y
q
u
e
s
ti
o
n
s
w
e
re
c
o
d
e
d
a
s
1
=
n
e
ve
r,
2
=
ra
re
ly
,
3
=
s
o
m
e
ti
m
e
s,
4
=
m
o
s
t
o
f
th
e
ti
m
e
,
a
n
d
5
=
a
lw
a
y
s.
A
lin
e
a
r
m
ix
e
d
m
o
d
e
lw
a
s
u
s
e
d
to
d
e
te
rm
in
e
s
ig
n
ifi
c
a
n
t
d
if
fe
re
n
c
e
s.
B
o
ld
in
d
ic
a
te
s
s
ta
ti
s
ti
c
a
ls
ig
n
ifi
c
a
n
c
e
(P
≤
.0
5
).
Journal of Nutrition Education and Behavior  Volume 51, Number 3S, 2019 Kattelmann et al S37
One observation seen in the cur-
rent study was a lack of significant
change in objective accelerometer-
derived data over time but an
increase in self-reported VPA in the
BKPAS. It is known that self-reported
measures of activity are not accurate
compared with objective measures
owing to overreporting.71,72 How-
ever, the differences seen in the cur-
rent study may also indicate that
over time, youth perceived that they
were more active particularly in VPA
than the accelerometer-derived data
indicated. This self-reported increase
in PA might be caused by a gain in
knowledge about the PA that occurs
with education in the school sys-
tems. In addition, in the self-reported
data, the participants may have
equated the fact that they were out of
school as being more active. The
baseline and 12- and 24-month
assessments were conducted when
participants were out of school and
the 4-month assessment occurred
during months when participants
should have been in school.
A strength of the iCook 4-H program
was that it was a control−treatment
study with -->50% of youth PA objec-
tively measured using accelerometers
over 24 months. A limitation of this
study is that participants were recruited
through convenience sampling. Those
interested in food and nutrition pro-
grams may have responded to recruit-
ment efforts more readily than those
uninterested in these types of pro-
grams; therefore, results may not be
generalizable to the entire population.
Although participants were recruited
through convenience sampling, they
were recruited from geographically dif-
ferent areas across the US.
IMPLICATIONS FOR
RESEARCH AND PRACTICE
Although the iCook 4-H program did
not significantly increase PA or
decrease sedentary time, youth self-
reported an increase in VPA PA and
an increase in the number of days per
week that they were PA over 24
months, which may have indicated
they intended to be more active. The
study also observed youth over
2 years, providing longitudinal
information about the activity pat-
terns of participants. The iCook 4-H
program was a multicomponent pro-
gram with a focus on cooking skills,
mealtime behavior, family conversa-
tion, and playing together as a family
to enhance positive health behaviors
through reciprocal role modeling
through adult and youth interaction.
In iCook 4-H, PA was meant to be
incorporated into daily living activi-
ties with family involvement, with
an overall goal of reducing sedentary
time. The youth self-reported more
VPA and more days per week of being
physically active for 60 minutes;
however, these increases were not
seen in the accelerometer-measured
PA and sedentary time. Therefore,
the results of the current study imply
that obesity prevention interventions
aimed at increasing PA or decreasing
sedentary time may need to put
greater focus on those specific
intended outcomes. It may also be
important to focus on identifying
barriers to PA and facilitators for sed-
entary time and creating interven-
tions to combat these barriers and
facilitators.
Additional factors to consider for
childhood obesity interventions
include placing greater emphasis on
developing PA skills, as well as teach-
ing youth what constitutes PA. Fur-
thermore, focus might be placed on
changing environmental factors and
increasing PA both during and after
school. Age, sex, and attitude toward
activity might also be considered for
childhood obesity interventions
aimed at PA.
Sedentary time and PA are inde-
pendent risk factors for obesity and
chronic diseases. To increase PA for
obesity prevention, it must be of
moderately to vigorously intense.
Reducing sedentary time may pro-
vide another opportunity to prevent
childhood obesity within an inter-
vention. Overall, more interventions
are needed to prevent the decrease
in PA and increase in sedentary time
that results as children age into ado-
lescence. More research is needed on
specific interventions aimed solely
at increasing PA and decreasing sed-
entary time in youth, as well as
youth’s intention to be more physi-
cally active.
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